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A Fellow’s PerspectiveMarwan Badri, MBCHBT he historical origin of medical malpracticelitigation (MML) in the United States datesback to the ﬁrst half of the 19th century (1).
At that time, most cases were related to poorly
repaired fractures or were obstetrics cases. In recent
decades, however, MML experienced a large-scale
expansion to be recognized as a national crisis,
involving most medical and surgical specialties (2).
A recent study showed that cardiologists have a
higher likelihood of being sued compared with the
averages of other physicians and specialists (3). Addi-
tionally, the costs of defending malpractice claims
in cardiology are more than those of any other
specialty (4).
It is difﬁcult to ignore the potential effects of
MML on the daily practice of cardiovascular medi-
cine, as seen from the perspective of a cardiology
fellow. The main goals of any medical training pro-
gram, including cardiology fellowships, are to acquire
knowledge and learn how to apply it effectively in
patient care. Doing that, one occasionally feels a gap
between the ideal plan of management, on the basis
of the available evidence, and the actual plan being
proposed to patients. Frequently, the only possible
explanation to that may be the fear of MML, which
represents the essence of defensive medicine.
Although there are limited data regarding how the
concern about MML affects cardiologists’ attitudes
in patient care, there is evidence to show that MML
can lead physicians of other specialties to practice
defensive medicine (5,6). Katz et al. (7) performed a
survey of emergency medicine physicians about the
management of patients with symptoms of possible
cardiac ischemia. They found that fear of MML has an
impact on medical decisions, leading to increasedFrom the Lankenau Medical Center and Institute of Medical Research,
Wynnewood, Pennsylvania.diagnostic testing, referrals, and hospitalizations of
low-risk patients.
The ﬁnancial burden of defensive medicine—esti-
mated at $45 billion in 2010 (8)—is too large to be
afforded at a time of mounting health care costs. It is
not hard to realize the negative impact of this ﬁnancial
burden on public health. More costs lead to higher
insurance premiums that are less affordable for pa-
tients. Increased costs can also force health care pol-
icymakers to make difﬁcult decisions that may limit
the access of patients to services they truly need. Of at
least equal importance are the adverse health out-
comes that may potentially result from inappropriate
and excessive testing, including radiation exposure
and complications of invasive investigations and
interventions. A common example is in patients with
stable coronary artery disease (CAD). Although the
current evidence suggests that medical management
and revascularization have equal efﬁcacy in most pa-
tients, the risk of MML in patients with CAD (to which
most of the cardiology MML cases are related [3]) may
occasionally be adequate to inﬂuence the decision of
cardiologists to perform invasive interventions.
Added to the ﬁnancial and health-related adverse
effects of MML and defensive medicine is the impact
on trainees, including fellows-in-training. Trainees
constitute 30% of defendants in all MML claims (9),
and their future practice may therefore be directly
impacted by these troubling experiences. The major-
ity, who are not directly involved in MML during their
training, may still be affected by cases that involve
their peers or mentors, or by the defensive practices
they observe during their training, if and when they
occur.
Such practices can inﬂuence the general approach a
fellow may pursue when managing different disease
states. A frequent occurrence during training is when
a fellow observes the variable thresholds that cardi-
ologists have to order imaging studies versus relying
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419on basic clinical data. These thresholds may be low-
ered when cardiologists who are concerned about
MML look for objective data to support their man-
agement plans. In the process, there is a risk of
devaluing what fellows are trained to recognize as
major components of clinical decision-making, in-
cluding patient history, the physical examination,
and weighing disease probability on the basis of large
population studies and validated risk scores. Even-
tually, fellows may question the value of these mea-
sures in the real-world practice of cardiology.
Another important negative aspect of training
under the pressure of MML concerns is the impact on
how fellows view the physician–patient relationship.
Physicians who have been involved in MML indicated
in a survey that the experience they had impacted
their relationship with patients in a negative way (10).
This in itself leads to poor communication with
patients, the main reason behind most MML cases
(11). Finally, physicians concerned about MML report
allowing trainees less autonomy in making decisions
and performing procedures (12). The latter, a behavior
that may be detrimental to the educational process, is
extremely relevant in cardiology fellowships, where
critical decisions and high-risk invasive procedures
are integral parts of training.
Many of these factors are important for physicians
in general and have major public health implications;however, their effect on fellows-in-training is partic-
ularly substantial. Whereas a considerable part of the
medical knowledge gained during training changes
over time as new evidence emerges, physicians’
approach to patients and medical problems may
remain unchanged. Hence, the inﬂuence of MML on
fellows may have long-lasting effects.
In recognition of trainees’ lack of knowledge about
MML, the integration of MML education into post-
graduate training curricula has been previously pro-
posed (13). Many cardiology programs already
include some form of malpractice-related education
in their curricula. Nevertheless, due to the potential
impact of MML on our future careers, it may be
worthwhile for fellowship programs at a national
level to adopt formal training geared both to teach
fellows how to prevent being involved in MML
and how to avoid practicing defensive medicine. This
can potentially lessen the negative impact of the
medical malpractice litigation crisis that is so preva-
lent in the current health care environment of the
United States.
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